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Methods and STANDARDS for Establishing Payment Rates - Inpatient Hospital Care 

25720 Payment for Second and Subsequent Interim Billings 

A&the time of cach INTERIMbill a f kthc first, an outlier payment amount will be determined 
using the CUMULATIVE cost anddays since the date of admission throughthe last scrvict date 
includcd in the m t INTERIMbiIling. Onc of the following two SITUATIONS may o c c u r :  

Up to 360Days: Up until 360days ofcontinuous staff,theDEpartmcnt will authorize the 
fiscal agent topay the highex of cost and day outlieramomhi fbr eachintaimbill. 

Rcimbuscmaotfor HEART liver and bone marrow transplant SERVICES shall be e x c l u d e d  from the 
DRGpaymentsystem. Reimburscmcntforthcsttransplantsshallbebaseduponthclesserof
nmsonabJe costs or customarycharges,catingent upon transplant SURGERY An ANNUAL SETTLEMENT 
shall bemade. For servicespmvidcd prior to the transplant SURGERY or iftransplant SURGERY is not 

.' performed,reimbursementshall be.made according to the DRG payment system. 

I 	 In circumstanceswhere traditional hoSPItalization is -rcdtomnnaPethecartofapaticnt,
but 1onE temisophisticated technical PATIENT carewil- and no PLACEMENT can be 
found at the DRG RATE the aGency may contract with SPECIALTY HOSPITALSat a negotiated rate. 
SPECIALTY hospitals are definedas acute LONG-TERM care facilitieswith a lennth of stay over 25 
daw. The State shall reauestftom the specialtyhospital a um~oseddailv rate that thev want to 
be-reimbursed. The state shall negotiate with the SPECIALTYhosPital reGarding thisrate. but inno 
case shall thefinal rate be any smaterthan the outlier PAYMENTrate'to the hoSPital under the DRG 
SYSTEM Thc outlier paymentrate is defined above to be 75% of the averam daily rate for each 
DRG 


4.0000 Reimbursement �or INPATIENT Sexvices  in State operated Hospitals 

ReimbursEmENT for inpatient sexvices in state operated hospitals shall be based upon the LESSER of 
reasonable costsorcustomaryCHARGESforcovered setvices renderedto eligible individuals. 

4.1000 Hospital Changing From a GENERALto a State OPERATEDHospital 

Ifa hospital changes h m  a general to a state operatedhospital, claims shall be paid as shown 
below. 
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b) 	 Patients admittedon arafhr the effective datc ofbumming a STATE operated
hospital shall be paid as a state OPERATEDhospital. 
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